Introduction
This paper explores practice and policy issues in planning placements of children whose primary carers are living with HIV and who may therefore be orphaned before they reach independence. It derives from the experience of workers in Barnardo's Positive Options Project, which was set up in 1991 to offer a social work service to families with children affected by HIV. Since that time, intensive or long-term work has been undertaken with almost 300 families, mostly in London. The main focus of work has been to enable parents and carers to plan for their children's future care. About three-quarters of the families with whom the Project has been involved originate from Sub-Saharan Africa.* Most are asylum seekers. In this respect, the work of Positive Options and of other voluntary and statutory HIV agencies in London is different from the experience in other parts of the UK, particularly in Scotland. What we have learned from African parents, carers, young people and children affected by HIV could be applied to families with children from a range of minority ethnic groups who are living under the shadow of HIV or another lifethreatening illness. Consideration of health factors and ethnicity is integral to planning to meet the needs of the whole child.
The impact of HIV on children and young people
Most children whose primary carers have a life-threatening medical condition experience loss and change in their life. However, there are likely to be additional issues for children whose primary carers have HIV, particularly those from black and minority ethnic families, including asylum seekers. Children and young people in such families, a minority of whom are themselves HIV+, may experience:
• isolation (because of the stigma and secrecy associated with HIV and lack of extended family available) - • a parent (or primary carer if the parent has already died) is embarking on new treatments and temporarily experiencing debilitating side effects;
• a child is HIV+ and her or his parents need support to cope with the demands of the child's treatment regime;
• an unwell parent is caring for an HIV+ child who is reacting with challenging behaviour to the treatment regime and/or to having learned about the HIV diagnosis;
• a parent's treatment is unsuccessful.
As well as meeting a child's health and ethnic needs, flexible care needs to be available in an emergency, to be locally based and to accommodate brothers and sisters together. Continuity is especially important for children who have already experienced loss and change. The effects of frequent periods of separation from the primary carer can be reduced if the same carer can accommodate or stay with the children on each occasion. It has in some instances proved difficult for hardpressed fostering teams to provide this continuity: one parent was told that her daughter would be looked after by whoever of four potential foster carers 'had a vacancy' when the need arose.
Permanent foster care
Despite the fact that the new HIV antiretroviral triple therapies have led to a considerable improvement in the general health of people living with HIV, there are individuals who have not benefited from these medical advances. We are still working with parents who are very ill and dying and whose children are not yet independent. Permanent foster care placements are needed when there are no relatives or community members available. Adoption has rarely been considered for Sub-Saharan African children in need of a permanent placement. Severing a child legally from the clan would be regarded as depriving a child of her or his birthright (African Issues Group, 1995; Matovu et al, 1998; Coram Family, 1999) . In families in which surviving children are in their teens, it has occasionally been possible to recruit a non-related carer to live with the children in their own home until they are independent (Fratter, 1993) .
Short breaks leading to permanent care
Short breaks leading to permanent care have been an effective way of providing continuity for a minority of children who have no relatives able to provide care in the short or the longer term. A foster carer not previously known to the family looks after the children for short periods (in the family or the carer's home) when a parent is unwell or needs a break. This should ensure that when the children need care on a long-term basis, they have already developed a relationship with a carer whom the parent has been able to get to know. As well as providing continuity for the children, this gives reassurance to a parent whose health is uncertain: • Efforts must be made to maintain the child within the immediate or extended family, but a parent may initially be reluctant to disclose information about kin living in the UK because of fears about her or his HIV status becoming known within the community.
• Account should be taken of a child's race, language, religion and culture, but this may be particularly complex because of the diversity of the background and heritage of the children, particularly those whose parents are from different African countries or different ethnic groups in the same country.
• A child's or young person's wishes and feelings must be ascertained in relation to important decisions (Orr, 1995) . However, children in African communities are traditionally protected from involvement in decisions which are seen as the responsibility of adults in the clan (Namusisi, 1995) and parents may not welcome the direct involvement of a professional with their children.
• Working in partnership with parents and family members may be hampered by a reluctance to engage in discussions with a stranger, particularly from a different racial and cultural background.
In all cases, planning for their child's future care is likely to be a painful and lengthy process for parents. They will need to have developed a relationship of trust with a worker and be ready to acknowledge the possibility of the loss, through premature death, of their future with their children.
Exploring and supporting placement options within the extended family
The options which can potentially be considered for a child's future care within the extended family or community include living with relatives or friends through informal agreement or through more formal arrangements -guardianship, foster care, residence order or (exceptionally) adoption. It is important that parents and prospective carers are given clear information, verbally and in writing if they wish, about the different legal and financial status associated with each of these arrangements. The concept of adoption, for example, is understood differently by many individuals from Sub-Saharan African communities compared with a formalised UK model. Lack of suitable accommodation to foster may be a particular obstacle for individuals who are members of newly arrived African communities, particularly those whose asylum status is still to be determined. In addition, they may be awaiting, five or more years after their asylum application, a Home Office decision as to whether they and their children will be allowed to remain in the UK.
However, extended family may be able to offer support, in the short or long term, by providing care on a flexible basis, in the children's own home. In working with African families and other families from minority ethnic groups, there is a need for:
• culturally sensitive assessments -'Many of the questions asked are viewed by most African applicants as offensive and intrusive.' (Feldman and Ndofor-Tah, 1997, p 20);  • consideration of how uncertain immigration status will affect the children for whom they care -it is hard for carers to provide a secure environment when their own future is uncertain;
• support on childcare issues, including developing an understanding of the differences between child rearing in an African culture and a Western culture;
• ensuring the collective family blessing for a child's placement rather than pursuing an individualistic approach.
Traditionally, in a patrilineal culture, the father's relatives would be very much involved in determining a child's future care arrangements, even if he has not been in contact with his child or has already died. To overlook this could result later in conflict and be unsettling to the child and undermining of the carer. These aspects of planning were explored in detail from an African perspective by Matovu et al (1998) .
Placement with non-related carers
A few African parents have initially requested placement with a white family, influenced not just by fears of a breach of confidentiality among community members but also by concerns that an identified carer from the community may also prove to be HIV+ (and indeed it has been known for a few children to have had a succession of placements after the death of a parent as subsequent carers have also died). Some African parents' expressed preference for a white foster or adoptive family derives from their perception that their child would thereby have a more secure future (educationally and financially) or from 'colonial' notions of white superiority. Such requests need to be discussed sensitively with parents. In our experience, parents have welcomed information and the opportunity to explore the reasons underlying the Children Act provisions about the placement of black children and children from minority ethnic groups with carers of similar ethnicity. A parent who had initially considered nominating a white member of her church as sole guardian of her son eventually appointed the church member as joint guardian with a male relative living in the North of England. The parent's decision was influenced by her son's wishes, by having the opportunity to consider his needs holistically, by the views of her family 'back home' and by the prospective white guardian's own preference for a joint appointment.
In a few instances, it has been necessary for a parent to give weighting to different needs; for example, whether or not a carer is available who fully reflects the child's heritage, religion, race or culture may be seen by a parent as more important for a particular child. Some African parents affected by HIV have found their child linked to a 'black' family, irrespective of issues of language, ethnicity and culture, and have been told that such a placement is regarded as 'culturally appropriate'.
A parent working with Positive Options asked the care manager to recognise that culturally Africans are not a homogeneous group, even though there are similarities between some ethnic and national communities. In discussion of models of care, Kaniuk and Lindsay Smith (1999) point out that it is crucial 'to ask parents which factors -such as cultural background, religion, political affiliation, language, tribe and clan -they consider most important to match in the carer' (p 24).
Progress
There has been some progress in London in recent years in recruiting African carers for both affected children and children who are themselves HIV+. Currently, some successful initiatives have been developed to identify appropriate families, through outreach to members of Sub-Saharan African communities (Feldman and Ndofor-Tah, 1997; NFCA, 1997; Coram Family, 1999) . Most boroughs with significant numbers of African families affected by HIV have appointed African workers to their Family Placement Teams, some having a brief to develop a flexible short-breaks service. African community-based organisations from several Sub-Saharan African countries have been particularly proactive in alerting communities to the needs of orphaned children and of children living in families affected by HIV.
However, the response of agenciestheir approach to preparation and assessment -has to take account of the special circumstances of asylum seekers from Sub-Saharan Africa (Terrence Higgins Trust, 1999 It is important to ensure that HIV awareness is on the agenda whenever foster carers are undertaking preparation and training.
Agencies can promote good practice in placements for children affected by HIV by developing guidelines regarding:
• the importance of meeting a child's ethnic and cultural needs;
• confidentiality (HIV status of a child or parent should only be disclosed with parental agreement and if to do so would promote the child's welfare);
• the testing of a child for HIV -if the parent of a looked after child is unwilling or not available to give agreement to a child's being tested, legal advice should be sought;
• the need to access the knowledge and skills of professionals and community members who reflect the diverse ethnic and cultural backgrounds of affected families;
• the training of panel members who may be unfamiliar with issues affecting asylum seekers and the impact of HIV on Sub-Saharan African communities;
• ongoing training for carers to take account of developing knowledge and to include emotional as well as practical and medical aspects of HIV, preparation for working with children facing bereavement and understanding of the stigma, discrimination and prejudice which HIV attracts;
• the availability of a support group for carers and of access to someone with specialist knowledge;
• adequate support (practical, financial and emotional) for relatives (Regulation 11 carers), who often receive limited or no support, even when they are caring for two or more orphaned children;
• respecting the emotional and psychological needs of a child who is HIV+, as well as meeting her or his health needs.
Carers of HIV-affected children, as for other children in need (Barn, 1999) , must be recruited from a wide range of cultural and ethnic backgrounds. However, in a context in which HIV-affected families may have originated from one of ten African countries, in some of which several languages are spoken, placing in a way which meets the needs of the whole child may be particularly complex. Workers need to consult widely with the child's parents, with the family network and with community members in order to develop a strategy which best meets each child's needs. 
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